Despite controversy eXIstmg about its origins, tracheostomy did not gain wide surgical favour until the 19th century.l.2 In 1909, the technique, indications and complications were clearly defined by Jackson.3 Synthetic materials were used for the manufacture of tracheostomy tubes in the 1960s and elective percutaneous cricothyroidotomy with a small tube was described in 1984. 4 Recently, a technique for elective percutaneous dilational tracheostomy had been developed. 5 extension, Endotracheal tube withdrawal until the cuff is immediately below the vocal cords decreases the incidence of cuff perforation. Local anaesthetic with vasoconstrictor is infiltrated in the midline till the trachea is entered below the cricoid cartilage. Placement between the cricoid and the first tracheal ring may cause a higher frequency of tracheal stenosis, whereas placement between lower tracheal rings risks encroachment on the thyroid.
MATERIAL AND METHOD
We chose insertion between first and second tracheal rings. The insertion of a teflon coated cannula (16 gauge) into the trachea is confirmed by aspiration of air. The guidewire is passed with minimal resistance into the trachea. After the cannula is removed and a 1.5 cm skin incision made, the guiding catheter is inserted over the guidewire. common indications were the same as for surgical tracheostomy, i.e. prolonged tracheal intubation for intermittent positive pressure ventilation or airway protection (Table 1 ). All had endotracheal tubes in situ and median length of endotracheal intubation prior to tracheostomy was eight days (range 0.1-14). Cuffed tracheostomy tubes of sizes 7.0, 8.0 or 9.0 millimetres internal diameter were inserted.
Duration of tracheostomy cannulation varied from one to forty-six days with a median of fourteen. Five of the patients died with the tracheostomy tube in place. The deaths occurred on days one, five, six, eleven and sixteen post insertion and the tracheostomy was not a contributing factor in any case.
Despite frequent bacterial colonisation, neither cellulitis nor signs of septicaemia originating from the stoma occurred. Only two insertions were associated with minor haemorrhage but in both cases this was less than 150 m!. Direct pressure and tamponade from the tight fitting tracheostomy tube stopped all bleeding. Surgical emphysema or pneumothorax were not evident on clinical or radiological evaluation. One tube was accidently dislodged on day three and easily replaced. All tubes were routinely changed without complication on the seventh day after insertion.
DISCUSSION
Complications following traditional operative tracheostomy are frequently seen. 1,3.6 In this series, complications of percutaneous dilational tracheostomy were minor and easily remedied.
Difficulties may arise when anatomical landmarks are indistinct, as in patients who have a short neck, obesity or goitre. Careful positioning and skilled assistance with We believe that percutaneous dilational tracheostomy is the procedure of choice for tracheostomy in adult intensive care unit patients.
